work are clearly defined as to nature and time, and also as to the effects of fractures, lacerations, and other conditions on the workman. The genesis of most heart attacks is related to factors which are still obscure, but there has been a tendency to relate them to work because of the close temporal relationship of the two in some cases. The heart attack constitutes a major industrial compensation problem because death or prolonged disability is a not uncommon result and both are often regarded as work related. Resulting compensation awards have been detrimental to cardiac patients who are job applicants by creating among employers a fear of penalty under industrial insurance should these individuals have heart attacks at work.
Much concern, discussion, and misunderstanding about this situation is shared by physicians, insurance personnel, workmen, and employers. Despite the abundance of discussion, relatively little factual information is available. The study, "Heart Disease Claims under the California Workmen's Compensation Act,"' by Beard and associates is the only published review of a state's experience, although there are reports on selected groups.
The present study was designed to gain information regarding the cardiac compensation problem in the State of Washington with reference to the types of heart disease involved, kinds of jobs from which claims were filed, and the factors which influence decisions on acceptance or rejection of claims. We were particularly interested in knowing the importance of physicians' opinions about causal relationship of work in determining whether or not the claim was accepted. We wished to determine whether general practitioners, internists, and cardiologists were usually in agreement on causal relationships and whether greater credence was given any one type of physician or reviewing group. More specifically, we hoped to determine whether the inauguration of a cardiologist panel system and the publication of criteria for determining the causal relationship of work or trauma to heart disease had been of assistance to physicians and administrative agencies. The purpose of the study was to gain information about the process. No criticism of any of those involved in the process of handling or deciding claims was intended.
Some explanation of terminology and procedures followed in "(a) Allowance or disallowance of a given heart claim depends upon a determination in each case whether or not a particular happening occurring during employment was more likely than not a contributing factor to the onset of the heart attack at the time it occurred, and without which happening the onset of the attack would not have occurred when it did and (b) this determination can be made only by recourse to medical opinion.
"Analysis of Washington Supreme Court cases reveals results that are inconsistent from a medical standpoint. A careful study of these decisions, however, on a case-to-case basis reveals no inconsistency in the rule of law applied; rather, the inconsistency arises from variant medical opinions expressed in the records. This variation of medical opinion in heart cases involving identical medical patterns results in inequitable treatment as between beneficiaries, as well as in confusion, delay and uncertainty in the outcome of any given heart case. The very uncertainty of result engenders on the one hand the hope of compensation and, on the other, fear of increased industrial insurance costs, however remotely the heart attack may be in fact connected with the job."
Rutledge then made the following three recommendations:
"All parties concerned should recognize once and for all that the relationship between industrial effort and a heart attack is a medical, not a legal problem.
"Minimum medical criteria should be developed to guide in the determination of individual cases.
"A statewide panel of practicing physicians expert within the field of cardio-vascular diseases should be established from which a commission could be selected to review each heart claim."
In 1955, the Cardiac claims stemmed almost entirely from manifestations of atherosclerosis. Of the 431 claimants whose cases were reviewed, only 11 had rheumatic heart disease and one of these was in an elderly man with atrial septal defect. Circulation, Volume XXXIII, March 1966 This group of records was then analyzed to determine whether a previous heart claim had been accepted by the Department of Labor and Industries. In only 24 (6.6%) had such a claim been previously accepted. The number was too small to permit any analysis of trend by year. The effect of a previously accepted heart claim upon a subsequent claim was evaluated in these 24 cases; in 15 the later claim was accepted, and in nine it was rejected. Thus only a small number of the total group had previously accepted heart claims, but among these the chance of acceptance of the second claim was good.
Circumstances Preceding the Cardiac Incident
An effort was made to determine whether the file contained a clear description of the circumstances surrounding the cardiac incident, that is, whether there was any unusual physical or mental strain, or trauma, at the time of, or on the day of, the episode. In 63% of the cases, a clear description of the circumstances prior to the cardiac incident and a description of the man's usual work were available. In 13% there was a good history of the alleged strain or trauma prior to the incident, but not of his usual work for comparison. In 13% the description of the strain episode was inadequate, and in 11% no claim investigation was made. There was some correlation between the source of medical opinion and the acceptance or rejection of the claim by the Department. The attending physician's opinion was most commonly the basis for decision in cases of living claimants which were accepted. In rejected "death cases," the Department most commonly based its judgment on a panel March 1966 utilized in the cases in which such opinions were obtained. Of the claims of the living, five were rejected and two accepted on the basis of panel examination only. In the death cases nine were accepted and 76 rejected on panels alone. Panels were utilized to help resolve four cases of disagreement among doctors about causal relationship. Two claims were rejected despite panel statements that causal relationship was present.
Thus it appears that panel statements of causal relationship, or lack thereof, were generally followed by concordant department decisions in regard to acceptance or rejection of the claim, and the panels were of some assistance in situations where doctors did not agree.
Experience with Appeals in Panel Cases
None of the decisions of the 10 living cases decided on panel opinion had been appealed. None of the 13 accepted death claims have been appealed. In 21 death cases, in which the decision was based upon the panel opinion alone, the decisions were appealed; eight of these appeals were dismissed on nonmedical grounds, nine rejections were upheld by the Board, and four decisions were reversed and the claim accepted. The Board did not regularly utilize the panel recommendation in deciding these appeals. The panel was cited in four instances, other medical sources in six, and nonmedical data in three.
Appeals were somewhat fewer in cases in which panels participated. The appeal rate was 20.6% in panel cases, compared to 25.2% in all other claims reviewed in the study, despite the likelihood that difficult and controversial cases would more often be assigned panels.
Discussion
Data from this study (tables 1 to 4) suggest that the introduction of the criteria and panels was of value, particularly in achieving a decrease in inconsistent medical opinions, and the decrease in number of appeals. This is not a controlled situation, and there are undoubtedly additional factors involved. However, it is difficult to escape the impression that in this controversial field a guide for physicians based on the best available medical information is of value. The gains from such consistency in settlements of heart cases are apparent. The cases may be settled more equitably, with greater speed and less litigation. The One of the more confusing and frustrating problems for physicians who participate in the evaluation of "heart cases" is the feeling that attorneys, judicial bodies, and physicians do not understand each other. This is indeed the case, and it is partly related to different connotations of words which are not strictly medical and legal, but are common words in different usages, such as cause and accident.
In ancient British law (and thus by derivation in American law) accident means "an unexpected event." This may be an "unexpected happening" or an "unlooked for result," or both. From this, it is only a short step to calling "the unexpected result of the routine performance of the claimant's duties" an accident.5 Cause is used in several ways, but in compensation cases it is used loosely and "to cause" usually seems to imply a series of events March 1966 the doctor may prevent the receipt of financial aid to which the patient and family believe they are entitled, and which they often need badly. Indeed, if the patient is aware that a negative opinion by his doctor prevented such award, it may be impossible to continue the doctor-patient relationship. This undoubtedly accounts for the tendency of the claimant's physician to render an opinion suggesting causal relation. Thus, it appears that the attending physician, whether he is general practitioner, internist, or even cardiologist, should not be asked to make a judgment as to causal relationship on his own patient. This is an important reason for the existence of impartial panels to whom the claimant may be referred.
It is all too easy for the claimant, or even the physician, to associate two events closely related in time in a cause and effect relationship. Rutledge has stated this well: "Not much belief in witches is required to convert sequence into consequence." It is likely that just such a process is operative in many cardiac industrial cases. Cases still appear in which the physician states in essence, "The heart attack happened on the job, so the job must have caused it." (We never seem to see the obvious corollary, "The heart attack happened while he was in bed sleeping, therefore sleep must have caused it.") Such circumstantial reasoning is scientifically undesirable, is detrimental to the cost of maintaining an adequate insurance program for injuries clearly related to work; and it has a long range effect of discouraging employers from hiring cardiac workers, or permitting cardiac patients to return to work. This is an area of great concern. Moderate insurance payments, which may at first seem The value of the autopsy cannot be overemphasized. A precise knowledge of the type of process which caused death is vital to accurate determination of the relationship of the work situation to the episode resulting in death. This becomes even more important when the victim is found dead and no fellow worker or medical person had been able to observe the antecedent circumstances. It is virtually impossible for the physician to state whether causal relationship existed when the cause of death is uncertain.
Summary
In this study of industrial insurance experience in cardiac cases in the State of Washington, particular attention was given to the consistency of medical opinion regarding causal relation of effort to heart attack and to the role of physicians in arriving at decisions as to such causal relationship. Four hundred thirty-one cardiac claims (53% of the total claims) submitted to the Washington State Department of Labor and Industries between 1950 and 1958 were reviewed. Twenty-one and three-tenths per cent of the claimants had documented prior heart disease. Only 6.6% had previous accepted claims for heart disease. At least 78% of all claimants whose records were studied had coronary heart disease and of the deaths, 97.8% were due to manifestations of atherosclerosis. Cardiac trauma was a rarity, occurring in 0.6% of the total and was nonfatal in all cases.
In the opinion of the authors causal relationship to the work being performed was present in 71% of the "death" cases in which compensation was allowed; conversely, it was demonstrable in only 31% of the cases of living claimants in which compensation was granted.
After the introduction of criteria for causal relationship by the Washington State Heart Association and internist panels, the following changes occurred: (1) The consistency of the assessment of causal relationship to acCirculation, Volume XXXIII, Marcb 1966 cepted medical opinion improved, for (a) rejection of claims, where causal relationship to work existed, were fewer, and (b) the acceptance of claims where causal relationship was lacking, decreased. (2) The incidence of appeals decreased. Thus, criteria for guidance of physicians in the determination of causal relationship appear to be valuable, and determination of causal relationship and rating of disability may be better performed by a person other than the patient's attending physician.
